ABSTRACT Eleven patients with severe obstructive sleep apnoea syndrome, which was fully reversed by treatment with nasal continuous positive airways pressure, underwent uvulopalatopharyngoplasty. All patients were followed for at least 12 months after surgery. One patient with large tonsils was cured. Of the remaining 10 patients, two showed minimal objective improvement at 12 months and the rest were unchanged. Four patients subsequently developed cardiac failure due to obstructive sleep apnoea. Thus uvulopalatopharyngoplasty was not effective in these patients with severe idiopathic obstructive sleep apnoea syndrome.
Introduction
Uvulopalatopharyngoplasty was first described as a surgical treatment for snoring and for the obstructive sleep apnoea syndrome in 1981.' Subsequent studies of this form of surgery in patients with obstructive sleep apnoea syndrome2"'3 have suggested a successful outcome in 23-75% of patients. Only a few patients, however, have received objective postoperative evaluation and systematic long term follow up; none of the studies has compared the relative efficacy of uvulopalatopharyngoplasty with other accepted forms of treatment and none has clearly identified factors that will predict a good outcome from surgery. Nasal continuous positive airways pressure is an effective treatment for obstructive sleep apnoea syndrome. '4 15 This study tested the effectiveness of uvulopalatopharyngoplasty in patients with severe obstructive sleep apnoea syndrome whose disease had been temporarily reversed by nasal continuous positive airways pressure. All patients were followed for at least 12 months after surgery.
Methods
Consecutive patients referred to the department with a clinical diagnosis of severe obstructive sleep apnoea syndrome (severe excessive daytime sleepiness and apnoea index > 35 or minimum oxygen saturation < 75% or cardiac failure or polycythaemia), confirmed by overnight polysomnography, were entered into the study. The electroencephalogram, electrooculogram, electrocardiogram, nasal and oral airflow (thermocouples), chest and abdominal movements, and suprasternal retraction (respiratory and surface inductive plethysmography) were recorded by a Mingograf 16 channel electroencephalograph (SiemensElena). Arterial oxygen saturation was measured by ear oximeter (Hewlett-Packard 47201A). Recordings were scored and episodes of apnoea were identified on the basis ofstandard criteria.617 Patients with obstructive sleep apnoea not satisfying the above criteria and those who had retrognathia were excluded. Preoperative assessment included an examination by an otolaryngologist, haematology profile, respiratory function tests, and computed tomography ofthe upper airway. Informed consent was obtained from each patient and the study was approved by the Auckland Hospital Board ethical committee.
Treatment with nasal continuous positive airways pressure was started, using standard methods for this department,'" and in each subject repeat overnight studies showed abolition of obstructive sleep apnoea syndrome (no clinical symptoms attributable to the syndrome, apnoea index < 5, minimum oxygen saturation > 90%). Several factors could have contributed to the bad outcome after surgery. Morbid obesity has been correlated with poor results of surgery4 and in some series grossly obese patients with appreciable oxygen desaturation during sleep have been excluded.5 Others, however, have found that low body weight predicts poor outcome.8 Narrowing of the airway at more than one level has been associated with failure of uvulopalatopharyngoplasty in some patients.68 Computed tomography, however, showed that narrowing was confined to the oropharynx in the nine patients examined with this technique. Failure to respond to surgery has also been attributed to removal of insufficient tissue at surgery,24 but surgery was considered to be satisfactory in all patients in this group.
Prominent reduction in the loudness of snoring was noted by all the spouses interviewed. This led to the erroneous impression on the part of the patient and family that the patient's disease had improved. This was a major factor in poor compliance with nasal continuous positive airways pressure even after the poor results of surgery had been explained to the patient or major complications had developed. The reason for symptomatic improvement of obstructive sleep apnoea syndrome despite persistence of severe abnormalities as shown by polysomnography after uvulopalatopharyngoplasty is not clear, but this subjective improvement also contributed to the reluctance of some patients to restart nasal continuous positive airways pressure.
All of our patients were cured by nasal continuous positive airways pressure; tracheostomy would have been an effective alternative treatment. The failure of uvulopalatopharyngoplasty in these patients with severe idiopathic obstructive sleep apnoea syndrome shows that caution should be exercised in considering this form of treatment for similar patients. 
